This study provides empirical evidence regarding to the relationship between household income and individual health, as well as the correlation between health and education at provincial level. We apply the concept of human health capital theory into models which treat health as a form of human capital in income process and education progress. We employ two datasets, one is Vietnam Household Living Standard Survey wave in 2002, 2004 and 2006, and the other is the dataset for provincial level in the year 1999, 2002 and 2004, in order to make two panels. Constructing panels allow us to exploit "within" variation in health, income and education to figure out the possible unobservable biased estimates of the impact of health on income and education on health in a short period of panel data. Household income is significantly affected by individual health and life expectancy is considerably influenced by education. These findings could be seen as evidence for policy makers in health and education policy in the context of development planning.
Introduction
Since the mid of 1980s, Vietnam has experienced a transformation from central planning economy to marketoriented economy. This process has been demonstrated by a significant growth of income per capita and the reduction of poverty [1] . In nearly three decades, Vietnamese economy has become a member of middle income league from a low developed country 1 . There are a number of factors that can be seen as critical determinants of rapid growth. Researchers usually claim rapid growth as a result of employing effectively conventional factors such as physical capital, educational human capital, trade liberalization, technology and technical diffusion. To my best knowledge, however, there is a lack of study on the role of health human capital, which is usually shown as a critical determinant of labor's productivity, on agricultural households' income.
This paper investigates the determinant of individual health capital on households' income in the production process. The theoretical framework of the paper is based on the several prominent theories [2] [3] [4] . Additionally, empirical tasks have been done with Vietnamese Households Living Standard Survey (here after VHLSS) where the relationship between individual health capital and agricultural households' income can be tested, and the panel data are at provincial level. The development of estimation of the relationship between health and income has been transformed considerably. The relationship was claimed from the income to health, which means that richer people will invest more in health, from health to income, which means that people or nation with better health will have higher income. According to [4] , there are four pathways where health can contribute to income. Firstly, people who have better health will work longer hours, and because they have good health, they are more productive and gain more income. Secondly, healthier people will have more incentive to invest on their knowledge and skill which result in better training and education. Thirdly, in the life cycle, greater longevity will reduce saving rate in the productive life period, so financial market will gain more investment. Finally, healthier population will lead to a low mortality rate of children and then reduce fertility rate. Additionally, healthier population will also lead to longer working age of population, and this is a major determinant of economic growth and per capita income. The first and the second points are the main hypotheses, about which this study wants to test for the case of Vietnam.
This study concerns more about agricultural households and farmers, rather than people who are living in urban areas or working in non-agricultural sector, because farmers are working based heavily on their physical functional status and strength. Moreover, when a farmer gets sick, it may be one day or longer, and he does not have any payment for sick-leave like laborers who are active in non-agricultural sector. This situation could be also seen as a weak point of public policy when the government does not provide any health insurance to this part of their citizens.
In addition, microeconomic theory suggests that productivity of laborer tends to converge to the real wage at the equilibrium of labor market. This assumption, actually, doesn't always hold in the context of urban area, where sometimes the wage rate of laborer is not driven by demand and supply sides. For example, non-market factors such as relationship with government officials or private connection are crucial elements of having good earning [5, 6] . On the other hand, agricultural laborers are usually self-employment, and then their productivities in the long-term and short-term are depending significantly on their health status. For that reason, the relationship between human health status and productivity in urban areas does not have much attention among researchers. Instead, many researchers focus on the relationship between health and productivity in rural and agricultural areas, which will be summarized in the next section.
The next section is a summary of the literature on the relationship between human health capital and agricultural productivity. Section 3 presents a detail description on the dataset which is used for this study and Section 4 shows the empirical results. The last section will provide a discussion about the major findings, implications and limitation of the study.
Literature Review

The Relationship between Health and Income
The correlation of health and income has been attracted many researchers. There is abundant evidence regarding the analyzing this relationship at individual and aggregate levels [7] [8] [9] [10] [11] [12] . Particularly, for rural areas, farmers' incomes are responding considerably to their health. A woman in Tra Vinh province of Vietnam said "Poor people cannot improve their health status because they live day by day, and if they get sick they are in trouble because they have to borrow money and pay interest" [12, p. 82] . The relationship between health and income is quite complex due to the complexity of sources of income. Liu et al. (2008) [5] divide income of Chinese households into two parts: 1) one calls market earning, which includes wages income, home gardening income, farming income, livestock income, business income and income from subsidies and benefits; 2) and the others are non-market earnings, which includes income from food coupon, housing subsidy, income from other subsidies, income from other sources and income from childcare subsidy. The way of classifying income of those researchers is quite similar with the way of [12] when he analyses the relationship between health and income of Vietnamese households. According to him, incomes of farmers come from two sources: 1) earned income, which includes wage income, income from agricultural and family business; and 2) unearned income, which includes gift, remittances and pension. The results between the two researches are quite identical. Individual health has influenced considerably on rural households' income. Additionally, the endogeneity of health variables regarding to estimation the effect of health on income has been concerned by scholars [5, 9] .
The Effects of Health on Productivity
Measuring the contribution of health capital to labor productivity is attracted a plenty of researchers. They have shown many ways of calculating this relationship. In a series of papers from 1992 to 1994, Robert Fogel measures the effect of workers' height movement to individuals' standard of living in the long-term. Adults in four countries, United States of America (USA), Brazil, Côte d'Ivoire and Vietnam were studied and they found that the differences between the heights of adults in these countries could explain for the diverse of income of them. In addition, this information could be extended for analyzing the wealth and health status differences between four countries. At household level, many research point out the correlation between income and health status. [13] showed that the poorest household will have the worst health status. They found that in Brazil "a 1 percent increase in height is associated with an almost 8 percent increase in wages", while in USA a 1 percent increase in height has led to 1 percent raise in salaries. According to these authors, taller men are combined with higher educational attainment in both countries. Moreover, the better health status worker tends to do more efficient, longer hour and productive than the worker who have lower health status. Incorporating with the heights of people, [14] found that shorter men have a larger part than taller men in unemOpen Access TEL C. T. DO, A. N. T. NGO 330 ployment. For example, "over 10 percent of men who are 154 cm tall were not working at the date of the survey, but among those who are about 167 cm tall, the fraction is only 5 percent". The similar results are applied for women as well.
In contrast, the association connecting ill health and wage has been reported with both sides. In an experimental study in Tanzania, [15] found that workers have suffered from schitosomiasis have lower productivity than other workers who do not have this disease, while C. Gateff et al. (1971) (cited in [6] ) found that no different between workers who are infected schitosomiasis and who are not infected in an investigational research in Cameroon. The different between two experiments suggests that we may not apply this method for analyzing contributions of human health capital to labors' productivity due to the endogeneity of health. Another disadvantage of experimental study is the result does not have great power of generalizing due to small and bias sample. Therefore, it is said that non-experimental methods can be a good choice.
In non-experimental studies, researchers are often use data from household survey, and then they have only used self-reported data from respondents. This way of thinking has a main downside which is health contains measurement error discussed above. Similar with experimental research, non-experimental investigations have mixed results. [16] affirm that Ivorian males show that ill health workers have lower wage than good health workers, while [17] conclude that in Indonesia's rural area, farmers' productivity has not been affected by ill health farmers. The case of Indonesia can explain that if a farmer cannot work, they will ask their neighbors or relatives help them. The situation in Indonesia is quite similar with the case of Vietnamese agriculture sector.
Economic Effects of Health
Studying economic effects of health has differed in the level of aggregation. Some concentrate on individual health status, whereas the others use data at country level. Researchers employ lot methods of measuring the economic effects of health, but these methods can be categorized in: anthropometric variables, survival and mortality variables, morbidity variables, general health and functional status variables [5, 18, 19] .
The effect of health on income is varied due to the choice of independent variables. Therefore, we cannot capture economic effects of health on income productivity by only one variable or function. [5] provide a short list of selecting health variable from micro level to macro level. At micro level, households' income and individual health are the two major variables in their model, while at macro level income per capita and aggregated health variable are the two main variables. Almost studies of this relationship show us a positive relationship between income productivity or income per capita and health. Better health, better nutrition intake will robust the productivity of laborers and healthier people will willing to participate longer to labor market in some Asian countries.
A common methodological concern among these studies is the endogeneity of health in measuring the rate of return to income productivity or income per capita. In order to figure out this issue, intellectuals often employ instrumental variables regression as their major workhorse. In the case of lacking instrumental variables, fixed effect model could be seen as a second best selection [20] . These datasets are used to estimate Equation (1) . Dataset at provincial level is constructed from a rich source of data which contains statistical data for 61 provinces in 1999 and 2002, 64 provinces in 2004 (there some provinces have been divided to two provinces). In the dataset, life expectancy for male and female have been provided with information about income per capita and percentage of public spending on health in each province. Therefore, this dataset provides a suitable data for testing second statement of [21] in the context of transition and developing country like Vietnam. Additionally, this dataset is used to estimate Equations (2) and (3).
Models
Individual Health-Household Income Model
In order to analyze the first point, our empirical model employs an income production function. Human health capital stock is measured at individual level, while income is observed at household level 2 . Households in the C. T. DO, A. N. T. NGO
Open Access TEL 331 model are agricultural households 3 . Additionally, to analyze the second point, our empirical model will be based on regression analysis with a linear function which will be discussed further in the next paragraphs. Data for this goal is at provincial level rather than the individual level because the dependent variable is life expectancy. Life expectancy cannot calculate from VHLSS 2002 VHLSS , 2004 and 2006 where these datasets does not include information about mortality rate at different ages, so we cannot build up life table at individual level. Fortunately, General Statistical Office provides a very good dataset which includes income per capita and life expectancy at provincial level beside other important variables. Therefore, in order to test second point of [21] , we can run a regression based on provided provincial data. The following part will provide a description of models that the paper employs to test first and second points. The first model is individual level model where dependent variable is households' income (sources of household's income is presented in Table 2 ). Thus, the basic model can be expressed as linear function with dependent variable is natural logarithm of households' income as follows: In fact, individual health variables may respond considerably to households' permanent income rather than temporary income or vice versa. In the case, unobserved individual and household characteristics, such as family background or individual fundamental health gift, might be the cause of endogeneity of individual health variables [6] . Using cross-sectional dataset may lead to a bias estimated coefficient of individual health status.
Providentially, very few of these factors have changed overtime and most of them is driven by fixed observables ( ij  ). Employing three VHLSS datasets in a fixed effect model, the unobserved variables at individual level could be figured out. Within/fixed effect allows us to control these effects. However, in interpreting model, it needs an explanation with care because the model only catches these effects of individual health status on households' income in the short-run period of time. Actually, in the short-run period of time, the estimation might have bias coefficient of individual health due to the reflection of household income shock on individual health shock. To my best knowledge, the effects of individual health variables on income are usually dominated by the first component of household income that describe in Table 2 .
There are several important points. Firstly, the labor market in Vietnam is new and far from perfect market and rural households have a very small amount of income from market wages. Secondly, it is very difficult to separate individual contribution to agricultural household income in the case of Vietnam. This is quite similar with other situation in developing countries (for other example please sees [5] . In the survey, income part, respondents did not report their income for each member of their family. Therefore, in this paper, we calculate agricultural households income based on their report on their family sources of income from agricultural works and non-agricultural work. For non-agricultural work, extra earnings from market from trade and working seasonally in urban areas in the leisure after harvest time have been employed to calculate agricultural household incomes. Then, we divide total households income by total working hour per year in order to get average income per hour per worker. Next, agricultural households' incomes have been deflated by using region and year specific deflators. Thirdly, health status is measured by the number of days that farmers cannot work due to illness or injury and the amount money is spent for treatments or health equipments. Finally, our model aims to explain the relationship between individual health and income per capita, so this model does not equal to model explains the correlation between individual health and individual income. Thus, our individual health-household income model, with specific for Vietnam agricultural households and farmers, is an evidence for estimating the relationship between individual health and individual income productivity.
Life Expectancy-Illiterate Model at Provincial
Level In order to analyze the relationship between health and education at provincial level, we use data at provincial level with life expectancy variable is proxied for health and the rate of illiterate people as a proxy for education. The rationale of this relationship is that when people live longer, which is reflected by an increasing of life expectancy, they will have more incentive to learn, so the rate of adults who illiterate will be decreased. Additionally, to analyze the different respond between male and female health on education, the baseline and expand models will be estimated by gender. The baseline model is presented as follows: The expand model will employ some variables such as natural logarithm of income per capita at provincial level, the percentage of provincial budget spending for health in total provincial budget and two dummy variables indicate the province achieving high and medium value of human development index (here after HDI). Income per capita and public spending on health present the specific wellbeing of each province. Positive relationship between them and health means that higher income and public spending on health will lead to the better health for people. Additionally, in order to test the robust effects of high and medium HDI provinces, the model employs two dummy variables call high and medium. High and medium will have value 1 if the province belongs to high or medium HDI group respectively and 0 for others. The expand model, thus, is presented as follows:
where the additional variables: 
Empirical Findings
Descriptive Statistics
The basic descriptive statistics at household level is provided in the Table 3 . Obviously, there is a considerable variation of average health expenditure and agricultural income. In order to catch the actual effects of age on the relationship between health and income, individuals whose age from 20 to over 65 have been selected and formed in a panel dataset. The proportion of individuals, whose age from 30 to 64, is close to 75%. This fraction is consistent with the overall population distribution of adults in Vietnam. The significant increase in agricultural households' income in the sample has reflected the remarkable increase of economic growth in Vietnam during the study period, from nearly 1 million per year in 2002 to 1.3 million in 2006. Associate with the increase of income, health expenditure of agricultural households has been increased considerably from 182,000 per year in 2002 to 351,600 in 2006. Actually, the rate of increasing in health expenditure is higher than the rate of income growth, 24.5% compare to 9.1% annual.
In fact, VHLSSs are not a perfect panel dataset. Due to the purpose of each wave, the numbers of households and places have been selected independently. However, there is a small amount of repeated households in the three waves. To estimate the fixed effects at the individual level, it is necessary to have a panel data with the repeated value of individuals in a specific time period. The basic descriptive statistics at provincial level is provided in Table 4 . Income per capita, measured by USD, has been increased significantly from approximately 290 USD per year in 1999 to roughly 500 USD in 2004. The increase is also similar with the trend of increasing household income in the period of 2002 to 2006 above, but due to lack of data for agricultural income at provincial level there is a difficult to link between healthincome relationship at household and provincial levels.
The proportions of public spending on health in total available budget are quite similar with the fraction of The increasing of income per capita at provincial level is associated with the increasing of life expectancy. Additionally, there is a negative relation between male and female life expectancy and male and female illiterate rate at provincial level from 1999 to 2004, respectively.
To measure the fixed effects of provincial conditions to people health at provincial level, a panel data at the level has been constructed by using several sources of data. However, due to the lacking of available and reliable data, a panel with only three years periods is constructed. Thus, our analysis may be restricted and very risky if we apply the conclusion of this period to other period of time.
Individual Health-household Income Model
We begin with estimates over the all sample, which are provided in Table 5 for household sample. Initially, simple ordinary least squares estimates (here after OLS), standard errors have been adjusted for household level, are consistent with our first major hypothesis: individual health is strongly connected with household income. The elasticity of individual health expenditure on agricultural households is significant at 1%. The positive sign of health coefficient implies that the increasing in health will lead to an increasing in income. Particularly, 1% increase in health expenditure might increase 2.8% household income.
As can be seen from Table 5 , both OLS and fixed effects regressions provide a statistical significant estimation the elasticity of individual health expenditure on agricultural household income. However, in this circumstance, fixed effects estimation has more reliable coefficient than OLS approach. By its assumptions, OLS approaches individual health expenditure as an exogenous variable. In order to explore the relationship between Note: * is statistical significant at 1%. Source: Author's estimation.
individual health expenditure and household income, fixed-effects estimation has been employed because this regression technique can figure out the effect of unobserved factors. From the Table 5 , it is clear that our first major hypothesis does still hold. Additionally, the elasticity of individual health expenditure here is robust, 1% increasing in health expenditure will lead to 6% increasing in income. The estimation of ρ suggests that just over 50% of variation in agricultural household income is related to the inter-household differences in the income growth. In this case, OLS results are inconsistent because the rejection at 1% of the null hypothesis test which indicates the constant terms are equal to all unit. In short, the first major hypothesis has been hold under both OLS and fixed effects estimations, but our conclusion is based on the result of fixed effects estimation because the OLS's outcome might not reliable.
In order to find more about the relationship between individual health and household income, we do fixedeffect regression for each age group. This task can provide further information about the relationship among the groups. The results will be reported in the discussion section.
Life Expectancy-Education Model at Provincial Level
We begin with estimates the baseline model for male and female life expectancy, presented in Table 6 . To begin with, OLS regressions have been run for male and female separately. The signs of coefficients in both estimations are negative which imply that the decreasing of male and female illiterate rate will lead to an increasing in male and female life expectancy at provincial level in Vietnam. Male illiterate rate coefficient is 40% higher than the female coefficient. Based on empirical result, 1% decreases in male and female illiterate rate will lead to an increase of male and female life expectancy about roughly 0.4 and 0.2 year old respectively. In order to have a more comprehensive understand about the effect of other unobserved factors such as environment or cultural background, fixed-effects approach has been applied. The result of fixed-effects estimation for male is considerably robust, while the outcome for female changes slightly. The effects of male illiterate on male life expectancy decrease from −0.363 in OLS approach to −0.904 in fixed effects approach (nearly 150%), while this effect for female increase from −0.215 in OLS strategy to −0.188 in fixed-effects strategy (only 12.5%), detail result is provided in Table 6 . This result implies the different gender respond to life expectancy and the different in gender unobserved factors.
The F test for both regressions in fixed-effects strategy is statistical significant at 1%. This implies that the coefficients in OLS approach are biased and the results of OLS estimations are inconsistent. The ρ value in column 2 and 4 mean that just over 95% and roughly 90% of variation of male and female life-expectancy can be explained by inter-provinces differences in male and female life expectancy respectively. In order to have more information about the unobserved effects, Hausman and Taylor instrumental variables (here after HT/IV) regression has been employed in the next sections. HT/IV regression is selected because it allows time-variant and time-invariant variables appear together in the same estimation. Under HT/IV approach, it is expected that the effect of male and female illiterate will be robust.
Additionally, in the expand model (Equation (3)), several variables have been added. This might lead to a better estimation when error term is smaller. In fact, however, added variables are stand for some characteristics of the provinces. Particularly, the fraction of public spending on health may well present for the economic performance of the province where rich province will have larger fund for public health expenditure.
Discussion
Individual Health-Household Income Model
This part reports empirical estimates the relationship be- tween agricultural households' income and individual health capital using the unique sample from Vietnam. There are several interesting results from empirical estimates. For overall sample, better individual health capital has resulted in an enhanced agricultural households' income. Beside the effect of wealth endowment, presented by agricultural land, the contribution of human health capital to income is considerable in the context of Vietnam agriculture. Empirical findings, presented in Table 7 , regarding to the relationship between individual health capital and households income support the first major hypothesis. This implies better health labor will work longer hour than normal health labor and then gain higher income. The positive elasticity of log health expenditure to log agricultural households' income through several regressions suggests the proof of the hypothesis. Additionally, individual health capital has been valued differently among age groups. Older farmers do not value their health as well as young farmers, Table 8. In the five age groups, farmers who age is between 30 and 39 value their health much more important than the other groups. Interestingly, the coefficient starts with 0.071, and then reaches the highest value at 0.106 and decrease to the lowest value in the last age group. Correspondingly, the coefficient of log of agricultural land is increasing significantly through age groups. This situation is quite suitable with Vietnam cultural background. Old farmers usually value their health lower than their assets 4 . However, this result cannot apply for all farmers in Vietnam because the size of sample of this study is not large enough.
On the other hand, there is a modest evidence of the relationship between individual health and agricultural households' income. The health coefficients are only statistical significant for age group 2 and 3. Almost F tests for fixed-effects estimations for five age groups imply that there are significant individual effects and in this case pooled estimation might inappropriate. The value of ρ indicates that the 41.4% and 54.6% variation of agricultural households' income is due to the interfamily characteristics for age group 2 and 3 respectively. The larger economic return on health investment appears in age group 2 and 3. This means at young age farmers might invest more on their health due to the expectation that better health will gain more income. In addition, farmers in age group 2 and 3 are also the most productive farmers because they gain enough knowledge about their job and their living experience is good enough for earning more money. This result also confirm as an evidence for proving the first major hypothesis. The most productive farmers invest more on their health in order to not only maintain their ability to earn money but also to enhance their income by working longer hours.
There are two readily apparent reasons for these findings. Firstly, farmers are working based on their health and they will not have any income when they get sick, so they have invested in health. Spending on health of farmers has been constrained by their income. Understanding about the relationship between health and income need to have adequate knowledge. To acquire more knowledge, farmers need to have more financial resour- 4 Old farmers usually think that they live long enough and do not want to spend their earning on health care. Instead, they save their money for their next generation. Additionally, they have spent almost their life time to gain current assets and they know how hard to get assets in their life. Therefore they tend to hold their assets rather than to focus on their health. This way of thinking could be seen as constrain for developing health insurance for farmers in Vietnam recently.
ces. Only young farmers have enough ability to earn more money and learn more knowledge, while old farmers do not have enough time and ability to study more. As a consequence, investing decision in health of young farmers is a high priority, while for old farmers investment in health is not high priority. Alternatively, health shock has affected considerably to low income households, especially agricultural households. Farmers do not have any support from the government to buy health insurance and their incomes do not enough to sign a contract with health insurance providers. Hence, farmers need to save their income in order to have enough money to invest in health and reduce the harm of health shock.
Life Expectancy-Education Model at Provincial Level
This part presents the empirical result of the relationship between life expectancy and education at provincial level, presented in Tables 9 and 10 . Education is proxied by the percentage of male and female illiterate in total population at provincial level. There are a several interesting findings. Firstly, the effect of male illiterate on male life expectancy is negative and statistical significant at 5% and 1% for the both regressions, while this effect for female is only significant at 5% and 10% for only second regression (Table 9) . However, all coefficient of male and female illiterate have negative sign (Tables 9 and 10). It means that if illiterate rate is reduced, life expectancy will be increased. The result supports the second major hypothesis that when people health is better, they will tend to learn more. Secondly, men education has higher effect than women on life expectancy. If male illiterate rate reduces 1%, male life expectancy will rise roughly 0.5-year-old, while if female illiterate rate reduces 1%, female life expectancy will increase approximately 0.15-year-old (Tables 9 and 10 ). This result reflects the situation that men are willing to gain more new knowledge and further education than women. It may true because in Vietnam men are usually breadwinner in family and women usually take major part in doing housework and taking care the children. So far, we cannot conclude that there is an inequality between men and women in terms of opportunity to have more education. Alternatively, the value of ρ in all models for both genders indicates that almost variation in male and female life expectancy is related to provincial effect. The F tests in these regressions imply that there are significant provincial level effects, so pooled OLS would be inappropriate. Finally, when income per capita associated with environmental conditions, measured by the distance from centre of province to the 17 th parallel, is added in the model, the value of ρ is increased slightly. This implies that the variation in male and female life expectancy have been explained more and provincial unobserved effects are included properly in the model.
We uncover a little evidence about the relationship between the fraction of public health expenditure in the total provincial budget and male and female life expec- tancy. Interestingly, the more spending on health care by provincial government, the less life expectancy people have. In here, we do not have enough information about the quality and performance of public spending on health, but the empirical result implies that there should present some issues about this fraction of spending. Provincial governments should reduce their fraction of public spending on health. In addition, this result might raise a question about the way of spending on health care of provincial governments. It is quite similar with the current situation that some governments in rich countries have to reform their health care sector and the need to reform the way of spending money on health care of the government in Vietnam as well. Based on the empirical results in this part, the second major hypothesis has been hold. Better health people tend to study more and then the percentage of male and female adult illiterate should be reduced. The result, actually, is more robust in male population than female side. This situation brings us to the conflict in terms of logic. Women live longer than men due to the data on life expectancy. Therefore, women should have more education than men, but the effect of illiterate rate on life expectancy of women is smaller than men. This situation may be explained by the dynamic of studying more of women are lower than men due to the foundation of cultural background. We cannot prove this conclusion right now because of lacking data, so it could be seen a suggestion for further research.
Conclusions
This paper tries to test the two famous hypotheses raised by [21] . The empirical results show that the two hypotheses are held with the data. The first hypothesis is proved considerably by data at household level, while the second hypothesis is supported partly by data at provincial level. Unfortunately, we cannot have rich enough sources of data which allow us to do two tests together in the same dataset. As a consequence, the link between the two hypotheses is weak.
At household level, individual health status has contributed noticeably to the agricultural households. The empirical result confirms that the elasticity of individual health expenditure on household income is quite large and cannot be rejected by the data. This implies that better health farmers will have higher productivity and then more income. The young farmers have valued their health much more carefully than the old farmers. Additionally, farmers at younger age tend to invest more in health in order to maintain their ability of working in the longer hour and then earning more money, while the other groups of age value their health less important than farmers in the age between 30 and 49. The first major hypothesis is consistent with the empirical result of these age groups, hence.
At provincial level, the relationship between health and education is presented by the correlation between life expectancy and adult illiterate rate by gender, which be seen as an evidence for the second major hypothesis.
Based on the empirical result, the second hypothesis doesn't hold considerably in men and women sample. Better health men workers are willing to learn more knowledge. Women live longer than men but have less dynamic to gain more knowledge due to the effect of culture in Vietnam. We cannot prove this relation here because of lack of data. Thus, this topic could be seen as a further research of this study.
